Introduction
Recently there has been much interest in the effects of ambulance transport,'-5 yet there is little information on the effect of moving critically ill patients within hospital. Taylor et al. electrocardiographically (E.C.G.) monitored high-risk cardiac patients moved within hospital and found that 90% had a rise in heart rate and two out of 50 seemed to develop arrhythmias in response to movement. 6 In 11 out of 22 patients moved from theatre to an intensive therapy unit (I.T.U.) after cardiopulmonary bypass blood pressure rose transiently while in three it fell by up to 15 mm Hg. There was a variable change in heart rate and no appreciable change in E.C.G. 7 I report here a prospective clinical study of the effect of moving critically ill patients to and from the I.T.U. of the Western Infirmary, Glasgow (study 1), and a supplementary study on the effects of moving routine postoperative patients back to the ward (study 2).
Study 1 PATIENTS AND METHODS
In the five-month study 55 patients were admitted to the five-bed I. T (table I) . These changes seemed to have been caused by the movement; the cardiovascular changes, transfusion requirements, and fall in haemoglobin from 12 to 6 g/dl seen in case 1 ( fig. 1) were consistent with movement having caused renewed bleeding. Fig. 2 shows the recordings in case 2, and fig. 3 gives a sample of the E.C.G. before and after movement. Fig. 4 shows the blood pressure in case 5. General and thoracic (Gartnavel Hospital) and 7). Even such simple measures as traction for a fracture (case 1) or a suction drain (study 2) can easily be disturbed while moving along narrow corridors or into lifts. The incidence of serious effects due to intrahospital movement in critically ill patients (study 1) was much higher than that previously seen during ambulance transport of similar patients.5 This may be partly due to a willingness to move patients within hospital who would be considered too moribund to subject to an ambulance journey. It is probably due also to less thorough preparation and less adequate maintenance of treatment during movemient. In the ambulance study every possible care was takento stabilize the patient and then maintaintreatment throughout the journey. When simply wheeling a patient along a corridor it is tempting to imagine that there is less opportunity for misfortune and that a few minutes gap in treatment will do no harm. The results of study 1 suggest that in critically ill patients this is untrue; their movement within hospital may be as hazardous as an ambulance journey, and it should be seriously considered whether they need to be moved at all. Adequate preparation is essential and every possible care should be taken to maintain treatment and forestall "accidents" during the move. Such patients should not be consigned to the care of nonmedical or inexperienced staff.
Experience of both ambulance transport and moving patients within hospital suggested that patients recovering from a recent operation and anaesthetic more often showed cardiovascular effects of movement, but the results of study 2 Methods Serum cortisols were measured using Murphy's competitive protein binding technique,'0 slightly modified. The normal range at 9 a.m. is 138-442 nmol/l (5-16 ,ug/100 ml). On the insulin tolerance test" all patients experienced hypoglycaemia of less than 1-67 mmol/l (30 mg/ 100 ml), which is an adequate stimulus for maximal rise in serum cortisol levels." Tetracosactrin tests were also performed.
Case 1
In July 1973 this 53-year-old woman first used clobetasol cream, which controlled her chronic severe psoriasis (covering 10% of her body surface) better than any other topical agent. She applied 300 g/week for the next year. By this time she was floridly Cushingoid with a moon face, hirsutes of the forehead, buffalo hump, truncal obesity, and wasted limbs and hypertensive (blood pressure 180/100-110 mm Hg). Widespread cutaneous atrophy was also present. She was admitted to hospital for investigation of her pituitary-adrenal status while clobetasol was continued. Serum cortisols were consistently less than 27-6 nmol/l (1 etg/100 ml) and there was no rise in response to the stress of hypoglycaemia induced by the insulin tolerance test. The long tetracosactrin test was normal with cortisol levels of 414 nmol/l (15 ,ug/100 ml) at 24 hours and a peak of over 690 nmol/l (25 jug/
